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SOAKING IS NOT 
OLD FASHIONED | , 


It still remains the best way to remove tartar, and 
tea and tobacco stains. It is true that for super- 
ficial cleansing there are quicker methods, but 
some of them are potentially harmful to dentures, 
and none of them equals soaking in Dentural for 
the following reasons. 


| Dentural Dissolves Mucin, the binding agent of 
tartar. The acid type of cleanser merely dissolves 
the mineral component, leaving the tough mucin 
untouched. 


2 Dentural Chemical Action Penetrates between 
the teeth where the ‘rubbing over’ process cannot 
reach. 


3 Dentural is Safe regardless of the strength at 
which it is used. 


4 Dentural will not Initiate Corrosion. Where 
metal pins are used for anchoring the teeth the 
acid type of cleanser can, over a period of time, 
corrode the metal. 
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THE CASE OF THE UNPOLISHED AMALGAM 


To polish or not to polish? This question— 
when directed at the amalgam—would seem 
to be superfluous to any good dental practi- 
tioner. Yet it is a sad reflection on our profes- 
sion that this question is not superfluous. 
To-day, the polished amalgam seems to be the 
exception rather than the rule. Why? It is 
difficult to discover. 

One would feel broadly that it is a malaise of 
the times. A small example of the general 
tendency to-day to handle things fast, to 
hurry, to keep pace with the pressure of 1959 
living. And so, along the way—among a 
million other small, vital, precision tasks—the 
amalgam does not get polished. 

This can surely, however, only be part of the 
answer, since nearly every responsible dental 
practitioner agrees that polishing a restoration 
is one of the important procedures in the 
technique of inserting an amalgam (filling. 
Besides, every student in the dental school is 
taught that the patient should be recalled for 
a final polishing. The reasons for so doing are 
explained: not least of these—that the resis- 
tance of a highly polished surface to corrosion 
prolongs the life of the restoration. 

One student in a London dental school was 
heard to object. “I shan’t have time’, he 
said, “if I’m to make any money. Anyway, 
what does it matter?” First, what he failed 
to appreciate was that the fees he would receive 
upon entering practice are based upon a 
properly finished treatment. To all intents, if 
he pursued his slapdash course, he would be 


giving short measure. Secondly, it matters as 
a matter of pride and conscience. 

Yet it would seem that many hundreds of 
practitioners emulate him. And probably this 
question never gives them pause. 

The DENTAL PRACTITIONER believes it 
should. 

The high standard of dentistry to-day, the 
respect with which the profession is held 
throughout the world, has been created by 
men who have pursued their calling with 
integrity, brilliance, and above all, tremendous 
pride. It is this pride which has prevented 
each and every one of them from falling below 
the high standards set by the demands of 
discovery and progress. 

Have we lost that sense of pride? Is this 
the answer to the “unpolished amalgam” ? 
Are we to-day willing to turn out shoddy 
or indifferent work, reconcile it with our 
conscience, and make “pressure of modern 
living” our whipping boy ? 

Are we, through this insidious back-sliding 
in meticulous techniques, about to throw 
away our great heritage ? 

What an indictment! Neither teaching nor 
dictatorial measures are going to influence 
unwilling practitioners, but it is possible that 
those who carry out their work as their pride 
dictates will create an example which will be 
followed by others. They will know that, just 
as a chain is only as strong as its weakest link, 
so a profession can stand judged upon the 
performance of any one member. 
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THE EXTRACTION OF DECIDUOUS TEETH 


By G. ASHCROFT, L.D.S., F.D.S. R.C.S. (Eng.), 
and P. M. PAWSEY, M.B., B.S., B.D.S., F.D.S. R.C.S. (Eng.) 
The Turner Dental School, University of Manchester 


THE general principles involved in the extrac- 
tion of deciduous and adult teeth are the same. 
We have previously described a technique for 
extracting adult teeth (Ashcroft and Pawsey, 
1957) and the present article describes the 
application of the same basic principles to the 
extraction of deciduous teeth. 


INTRODUCTION 


A proper understanding of deciduous root- 
morphology and developmental anatomy of 


Fig. 


recommended for extracting 


1.—Forceps 
deciduous teeth. 


the teeth enables the operator to avoid 
unnecessary trauma. 

Special care should be taken during extrac- 
tion to avoid damaging the underlying, 
developing adult tooth. It is also important, 
if possible, to avoid fracture of the deciduous 
tooth root, particularly whilst it is till firmly 
attached to bone. The permanent tooth 
follicle may be damaged, ruptured, or dislocated 
by the careless use of an elevator, and lacera- 
tion of the vascular deciduous tooth bed can 
result in hemorrhage, which is difficult to 
control. If an apical fracture should occur in 
the absence of infection it may be wise to leave 
the apex to exfoliate. An apex undergoing 
resorption is thin and difficult to elevate 
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cleanly as well as being in very close proximiiy 
to the adult successor. 

The loss of alveolar bone during the extrac - 
tion of deciduous teeth is not important in 
itself as the alveolar plates involved will he 
resorbed later during eruption of the permanent 
successor. It should, however, be avoided if 
possible because of the concomitant soft 
tissue laceration. 

We recommend the use of light forceps 
No. 163 for upper incisors, No. 76 for upper 
molars, and Ne. 74 for all lower teeth (Fig. 1). 
When correctly made or modified, the forceps 
blades form a hollow cone which fits closely 
round the root surfaces, giving a large area of 
contact. The handles should be of such a 
length that they fit accurately in the palm of 
the operator’s hand. 

Excessive thrust used in extracting an 
exfoliating deciduous tooth not only can 
damage or dislocate the underlying adult 
successor but, in the same way as traumatic 
elevation, also cause considerable hemorrhage. 
Controlled thrust should be exerted apically 
along the periodontal membrane through each 
forceps blade so that the tooth is raised within 
the cone formed by the blades. This is known 
as the force of opposing cones. 

The principles of grip and stance are the 
same as those for the extraction of adult teeth 
which have already been described (Ashcroft 
and Pawsey, 1957). 


TECHNIQUE OF EXTRACTION 


As when extracting adult teeth it is impor- 
tant to appreciate that an initial dilatation of 
the socket is required before attempting to 
remove the tooth. 

The deciduous teeth may be divided into 
3 groups, according to their root morphology. 
The forces and movements recommended for 
extraction are the same for all the teeth in one 


group. 
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Single root: incisor and canine 


Group I. 
teeth. 

Application of the Forceps No. 163.—The 
root shape of a fully-formed deciduous incisor 
or canine is short and conical. Applying the 


A 


principle of opposing cones, the forceps blades 
are applied across the bucco-lingual axis, 
forced up the periodontal membrane, and a 
firm controlled grip made on the cementum. 
This thrust and grip is controlled by the right 
thumb on the forceps and the left index 
finger and thumb on either side of the gingiva 
immediately adjacent to the tooth being 
extracted. The tooth and forceps now form 
one unit. 

Dilating Movement ( Fig. 2 A).—Maintaining 
the apical thrust the tooth is rotated distally. 


This single movement will usually rupture al 
the periodontal fibres leaving the tooth free 
in its socket. 


Extracting Movement (Fig. 2 B).—Once the 


tooth is free in its socket it may be removed 


Fig. 3.—-A, Direction of forceps blades 
applied along the axis of one or other 
lower deciduous molar root; B, Forceps 
beaks on the cementum below the widest 
part of the root. 


by a mesial rotatory movement combined with 
force of extraction away from the alveolus in 
the long axis of the tooth. 

Group 2.—Two-rooted teeth: lower deciduous 
molars. 

Application of Forceps No. 74.—The roots 
of.a fully-formed lower deciduous tooth are 
flattened, curved, and widely spaced to receive 
the crown of the developing premolar. They 
are closer together on the lingual side and form 
parts of the same circle in transverse section 
(Fig. 3). This feature was found in most 
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lower deciduous molar roots examined. The 
roots are well shaped to resist fracture when 
moved in a lingual or buccal direction. The 
forceps are applied in the manner shown 
(Fig. 3 A) along the axis of the mesial or distal 
root, not down the long axis of the tooth itself, 


Extracting Movement (Fig. 4 B).—Exerti: ¢ 
neither apical nor extracting force a» | 
maintaining the same grip, the tooth is now 
moved across to the buccal side thus furth: + 
dilating the socket. At the end of this mov: - 
ment the tooth is moved lingually again ai. | 


Fig. 5.—A, Dilating movement for teeth in Group 3; B, Extracting movement for teeth in Group 3. 


and forced down the periodontal membrane to 
grip the cementum, below the widest part of 
the root (Fig. 3B). It cannot be over- 
emphasized that, as with all teeth, controlled 
apical thrust is applied before and maintained 
throughout the dilating movement. 

Dilating Movement (Fig. 4 A).—The tooth 
is moved to the lingual. When correctly 
practised the tooth begins to lift from the 
alveolus at the end of the movement. This 
partially dilates the socket, and ruptures most 
of the periodontal fibres. 
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extraction force is applied with a slight mesial 
rotation to detach the outer plate. This 
removes the tooth along its natural axis; the 
path of least resistance. 

Group 3.—Three-rooted teeth: upper decid- 
uous molars. 

Application of Forceps No. 76.—The two 
buccal roots are flattened mesiodistally, their 
lingual surfaces are curved and relatively 
sharp, and their buccal surfaces round and 
buttressed. The lingual root is more cir- 
cular in cross section but flattened on its 
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inter-radicular surface. There is a slight distal 
inclination of all the roots, and they are 
curved and widely spaced to embrace the 
developing premolar. The forceps are applied 


A 


Fig. 6.—A, Summation of thrust (broken arrow) 
and movement (black arrow) throws force up the 
strongest root (white arrow); B, Ideal application 
of forceps to Group 3 teeth; C, Less effective 
application of forceps to teeth in Group 3. 


to the cementum of the palatal and disto- 
buccal roots with a firm apical thrust. 

Dilating Movement (Fig. 5 A).—Continuing 
the thrust, the tooth is moved lingually. 
Correct summation of this thrust and move- 
ment throws the maximum force up the strong 
palatal root (Fig. 6 A). If it is not possible to 
apply the forceps correctly (Fig. 6 B), because 
the mouth cannot be opened wide enough, 
a less efficient position must be used. In 
this case it should be remembered that the 
thrust and movements must be altered to 
coincide with the long axis of the tooth 
(Fig. 6 C). 

Extracting Movement (Fig. 5 B).—Carrying 
the tooth right across to the buccal side it may 
now be removed with extraction force applied 
with a slight mesial rotation to dislodge the 
distally inclined buccal roots. 

If the first movement has been of sufficient 
amplitude this final movement lifts the tooth 
freely from the alveolus. 

The use of this technique ensures minimum 
trauma to the underlying tissues and promotes 
early healing of the gingiva. 


In order to improve the clarity of Fig. 6 A, 
B the left hand is not shown in position. It 
should be used to support the alveolar plates 
and in this way protect them from injury. 


Acknowledgements.—The authors are in- 
debted to Mr. E. H. Smith and the Department 
of Medical Illustration, United Manchester 
Hospitals, for the illustrations. 
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Morphology of Submarginal Calculus 

Teeth totalling 1132, extracted from 396 
patients suffering from chronic periodontitis 
in an advanced degree, were examined under 
magnifications of <3 and X6, to study the 
morphology of subgingival calculus. 

It was found that there were different types 
having the following deposition: (1) Crusty, 
spiny, or nodular deposits—706 cases ; (2) Ledge 
of ring formation—664 cases; (3) Thin, smooth 
veneers—75 cases; (4) Finger- and fern-like 
formations—216 cases; (5) Individual calculus 
islands or spots—52 cases; (6) Supragingival 
upon subgingival deposits—6 cases. EVERETT, 
F. G., and Potter, G. R. (1959), J. Periodont., 
30, 27. 
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SECONDARY CARCINOMA OF THE MANDIBL : 


By R. A. CAWSUON, M.B., B.S., B.D.S., F.D.S. R.C.S. 
Senior Lecturer in Oral Pathology, King’s College Hospital Dental School, London, S.E.5 


WHATEVER the total incidence of carcinoma- 
tous metastases in the mandible may be, it is 
rare for such secondary deposits to give rise 
to symptoms or to be discovered first in this 
site. When symptoms arise from the jaws, 
the clinical picture of aching pain and rapid 
irregular bone resorption produced by such 
lesions is well known. In the following cases, 
however, two were unusual in their clinical 


cementosis of some of the teeth (Fig. 1). Skeletal X-ra ,s 
also showed “chalky” sclerotic areas in the low >r 
lumbar vertebre and pelvis, and the picture was dia:- 
nosed as being compatible with Paget’s disease, or 
possibly secondary carcinoma of the bone. Chemic:)| 
examination of the serum showed an alkaline pho;- 
phatase of 64 (King-Armstrong) units per cent. Th» 
serum calcium was 9-7 mg. per cent and the phosphorus 
3-0 mg. per cent. 

The blood-pressure was 180/115, and examination of 
the blood showed Hb 62 per cent, with leuco-erythro- 


blastic changes. This cellular picture suggestive of 


Fig. 1.—Case 1. X-rays of the remaining teeth and alveolar bong showing the exaggerated trabecular 
pattern of the bone of the lower jaw, and the areas of resorption and of sclerosis. 


manifestations, while a third produced strik- 
ing radiographic changes without symptoms. 


CASE REPORTS 


Case 1.—The patient, a woman of 70 years, complained 
in 1953 of a swelling in the lower right premolar region, 
but no lesion appeared to be present at this stage. The 
patient was seen again the following year and in 1955, 
when she was complaining that her whole jaw was 
getting larger. 

There was a past history of a radical mastectomy for 
a carcinoma in 1951 and of a thyroidectomy for hyper- 
thyroidism in 1954. 

On examination, the jaw seemed large and thickened. 
The lower anterior teeth were carious and the surround- 
ing gingive were inflamed. 

Radiologically there was much new bone formation, 
patchy areas of dense sclerosis, and of resorption of the 
bone of the lower jaws, with gross irregular hyper- 
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Fig. 2.—Case 1. Section of the mandible showing 
dense new bone formation and fibrosis of the marrow 
spaces which contain small numbers of anaplastic 
tumour cells. (x 10.) 
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widespread bony metastases was confirmed when biopsy 
of the jaw showed deposits of anaplastic carcinoma 
celis. 
(he patient was now having considerable pain, 
apparently from the remaining teeth, and extractions 
were carried out under general anesthesia. Post-opera- 
tively the blood-pressure fell to 100/70 and an 


Fig. 3.—Case 1. Cross-section of the mandible 
showing replacement of the cortex and medulla by 
a regular pattern of bony trabecule. The bone 
structure may be compared with the normal 
arrangement in Case 3 (Fig. 10). (x 24.) 


electrocardiogram showed a possible ischemic defect. 
A month later the patient died of cardiac failure. 

Post-mortem examination showed the presence of 
myocardial infarction, widespread skeletal secondary 
deposits from carcinoma of the breast which had been 
excised, and primary hypertension. 

The jaw appeared enlarged and thicker than normal. 
A number of sections were taken through various areas, 
and the findings were as follows :— 

Section through an extraction socket showed normal 
healing in spite of extensive infiltration of the surround- 
ing mandibular bone and some infiltration of the 
connective tissue filling the socket, with anaplastic 
carcinoma cells. 

Sections through several areas of the jaw showed 
densely sclerotic bone (Fig. 2), and loss of differentiation 
between cortex and medulla so that in cross-section an 
almost uniform pattern of thick trabecule (Fig. 3) 
throughout the bone was apparent. Under the higher- 
power lens there was seen to be generalized fibrosis of the 
intertrabecular spaces and clumps of anaplastic carci- 
noma cells in the connective tissue. Where the tumour 
cells were more abundant, active bone resorption by 
osteoclasts was in progress. The trabecular pattern of 
the bone may be clearly seen in the enlarged X-ray 


(Fig. 4). 


Section through an extracted tooth showed massive 
irregular hypercementosis with a few small groups of 
carcinoma cells in the periosteum (Fig. 5). 


Case 2.—The patient, a woman of 64 years, complained 
of swelling of the left side of the face and of tiredness 
and breathlessness. 


Fig. 4.—Case 1. Enlarged X-ray of 543] region 
showing the exaggeration of the trabecular pattern 
of the bone and the irregular hypercementosis of the 
teeth. 


Fig. 5.—Case 1. Section of a tooth showing the 
gross irregular hypercementosis. ( 33.) 
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The patient had been feeling tired and rather unwell 


for about 9 months. The swelling had been present for 


about 2 months but had caused neither pain nor difficulty 
with swallowing or eating. The patient also had a slight 
cough. 


Fig. 6.—Case 2. The large swelling of the vertical 
ramus of the mandible. 


Fig. 8.—Case 3. X-ray of the left mandible, 
excised at autopsy, showing the multiple rounded 
areas of bone resorption and, in particular, the 
destruction of the head of the condyle. 


On examination, the patient looked pale, thin, and 
unwell. There was a prominent swelling in the parotid 
region on the left side (Fig. 6). The swelling was rounded 
and hard, its margins could not be clearly defined, and 
it was fixed to and moved with the lower jaw. There was 
tenderness of the swelling on firm pressure only. The 
regional lymph-nodes were not enlarged. 

On the clinical findings, the swelling was considered 
to be a parotid tumour. 

Radiographic examination of the lower jaw showed 
an area of bone resorption replacing virtually the whole 
of the left vertical ramus (Fig. 7). No metastases were 
seen in the skull, long bones, or spine. The patient’s 
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blood-pressure was 200/110, and there was aurici ar 
fibrillation. 

Examination of the respiratory system showed fin or 
clubbing and signs of left lower lobe collapse. Rac »)- 
graphic examination of the chest showed a comp): ‘e 
block of the left lower lobe bronchus. 

Blood examination showed Hb 68 per cent, witl a 
hypochromic anemia. 

Needle biopsy of the swelling was carried out a id 
showed anaplastic carcinoma cells with a suggestion 
of a squamous pattern. It was concluded that the 
patient had a bronchial carcinoma with metastas:<s 


Fig. 7.—Case 2. X-ray of the mandible showing 
apparently complete destruction of the left vertical 
ramus. 


Fig. 9.—Case 3. High-power view of the second- 
ary deposit in the mandible showing the corded 
arrangement of the seminoma cells. (x 100.) 


in the mandible, and she was given a course of 
deep X-ray therapy. A month later the patient felt 
well and had no cough, but died 6 months after- 
wards. 


Case 3.—This patient, a man of 68 years, was admitted 
to hospital after his right ankle had collapsed under him. 
His legs had been weak for a fortnight, and his left arm 
had been swollen for a month. The patient otherwise 
felt quite fit. 

On examination, the left elbow and right ankle were 
swollen, hot, and painful. In the vault of the skull was 
one bony swelling and one painless soft area. There were 
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no lymph-nodes palpable and no other physical 
signs detected. X-rays, however, showed multiple 
punched out areas almost throughout the skeleton and 
giving the appearance of myelomatosis. In the left 
mandible alone there were at least fifteen deposits, one 
of which filled the condyle (Fig. 8). The largest deposit, 
at the junction of the vertical and horizontal ramus, 


Fig. 10.—Case 3. Cross-section of the mandible 

showing, in the lower part, a secondary deposit of 


the seminoma which has eroded through the cortex. 
(x 3.) 


was 2 cm. in diameter. There were no symptoms from 
the jaws. 

Chemical examination of the blood showed an alkaline 
phosphatase of 20 units per cent and an acid phosphatase 
of 5 units per cent. Apart from this there were no 
abnormal chemical or cellular changes in the blood. 
Biopsy of the fibula showed tightly packed masses 
of rounded cells, which were considered to _ be 
either secondary carcinoma or a primary reticulosarcoma 
of bone. The patient died three months after admis- 
s10n. 

Post-mortem examination showed a seminoma 0-5 
cm. in diameter in the right testis with secondary 
deposits scattered throughout the skeleton, but in no 
other organs (Fig. 9). 

In spite of the absence of symptoms from the jaws 
almost half the articular surface and head of the left 
condyle was destroyed. 

Transverse section through the left mandible near the 
angle of the jaw shows a secondary deposit of seminoma 
cells about 0-8 cm. in maximum dimension (Fig. 10). 
There is destruction of the buccal plate of bone, and 
many osteoclasts can be seen. The tumour is spreading 
out through the mandible and under the periosteum on 
its lateral aspect, while medially it is spreading round 
the inferior dental nerve. No new bone formation is 
apparent. 


DISCUSSION 

Secondary carcinoma involving the jaws is 
uncommon. As has been pointed out on a 
number of occasions, the actual incidence of 
such deposits is much higher than would 
appear merely because the jaws are rarely 
examined at autopsy. These asymptomatic 
metastases, however, are of little practical 
importance, especially as the involvement of 
the jaws in these cases is often only part of a 
generalized involvement of the skeleton in the 
terminal stages of carcinomatosis. 

In those few cases where a secondary deposit 
in the jaws gives rise to the first clinical signs 
of the disease it is important to consider the 
most likely sites in which the primary growth 
may have arisen. Moorman and Shafer (1954) 
state that the commonest primary sites are 
breast, thyroid, ovary, lung, kidney, and 
rectum; while Weinmann and Sicher (1955) 
state that carcinoma of the prostate, lung, 
kidney, breast, and thyroid are, in that order, 
the most frequent cause of skeletal metas- 
tases. Sharp, Bullock, and Hazlet (1956) 
found that the breast, thyroid, and lung were 
the commonest primary sites. None of these 
statements is supported by the findings of 
Walther (1948), Abrams, Spiro, and Gold- 
stein (1950), and Meyer (1957), which are 
summarized in Table I. 

It will be seen, therefore, that carcinoma of 
the bronchus, breast, and prostate are the 
commonest sources of skeletal metastases. 
The preponderance of cases of bronchial carci- 
noma in Meyer’s (1957) series is in keeping 
with the high and increasing incidence of 
the disease in this country, while Walther’s 
(1948) relatively high figure for thyroid carci- 
noma is at least partly explicable on geo- 
graphical grounds. 

In view of the small total number of cases 
reported, there is inadequate evidence to 
suggest that certain metastases have a pre- 
dilection for the mandible. On the contrary, 
as Walther (1948), for instance, has shown, 
distribution of skeletal metastases is in an 
almost random fashion. The mandible may 
thus arbitrarily be the first bone to be affected 
as in Case 2, or may be involved in general- 
ized skeletal metastases as in Case 3. 
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Cases | and 2 in the present paper are there- 
fore two more examples of involvement of the 
mandible by metastasis from the frequently 
occurring carcinoma of the breast and of the 


Table I.—FREQUENCY OF SKELETAL METASTASES OF 
CARCINOMA FROM VARIOUS PRIMARY SITES 


ABRAMS, 
PRIMARY | WALTHER SPIRO, AND MEYER 
SITES (1948) GOLDSTEIN (1957) 
(1950) 
Bronchus 82 52 124 
(20 per cent)} (19 per cent) | (39 per cent) 
Breast 86 122 56 
(21 per cent)} (49 per cent) | (18 per cent) 
Prostate 47 16 53 
(11 per cent)| (6 per cent) | (17 per cent) 
Intestine 10 22 11 
(2 per cent) | (8 per cent) | (3 per cent) 
Kidney 16 8 10 
(4 per cent) | (3 per cent) | (3 per cent) 
Thyroid 25 BY 4 
(6 per cent) | (2 per cent) | (1 per cent) 
Ovary 0 6 0 
(2 per cent) 
Testis 3 0 0 
“Total num- 
ber of 
cases with 
skeletal 
metas- 
tases in 
each series 414 272 320 


Percentages, in parentheses, represent the proportion 
of the total number of cases of skeletal metastases (in 
each series) formed by the metastases from each primary 
site. 


lung, and are worthy of comment only by 
virtue of their unusual clinical manifestations. 

Case 3 on the other hand is recorded as 
an example of an exceedingly rare type of 
skeletal metastasis. A seminoma is an un- 
common tumour and _ skeletal metastases 
rarely appear in the skeleton. Thus, Prossor 
(1951) found that only 2 out of 84 seminomata 
gave rise to skeletal metastases. Walther 
(1948) in his series of 414 cases of carcinoma- 
tous skeletal metastases found that only 3 
were from testicular primaries and all had 
spread to the spine. Cameron and Stetzer 
(1947) describe an embryonal carcinoma of 
the testis with a secondary deposit in the 
mandible and this appears to be the only 
other case of a testicular primary affecting the 
jaw. 
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The clinical recognition of these second iry 
tumours, especially where there is no hist ry 
of the primary tumour, is difficult. From 20 
cases (Adair and Hermann, 1946; Byars end 
Sarnat, 1946; Cameron and Stetzer, 19:7; 
Waldron, 1952; Holland, 1953; Moorman ind 
Shafer, 1954; Aisenberg and Inman, 1956; 
Meyer and Shklar, 1958; Bosco, 1958; Cohen, 
1958), including those of the present paper, 
that have been described in recent years it 
appears that the main symptom was pain in 
10 cases, a swelling with little or no pain in 
7 cases, and paresthesia of the lip in 3 cases, 

With regard to the occurrence of pain, in 
the 3 cases reported here there was no 
apparent relationship between this symptom 
and the rate of tumour growth or the histo- 
logical changes. Thus, in Case 1 there was 
pain in association with a slowly progressive 
osteoblastic lesion; in Case 2, on the other hand, 
rapid bone destruction and the production of 
a large neoplastic mass were unassociated with 
pain. 

The usual radiological appearance presented 
by these deposits in the jaw is an area of radio- 
lucency, often irregular and ill-defined, and 
this was present in 19 out of these 20 cases. 
In one of them, however, described by Bosco 
(1958), there was also some new bone forma- 
tion apparent. New bone formation was, 
however, the predominant change in Case | 
of the present report. 

These clinical and radiological features are 
rarely sufficient to make a diagnosis, and 
biopsy is always an essential measure. If no 
other approach is possible, aspiration biopsy 
through a wide bore needle may provide 
adequate material. When malignant cells 
are thus found the nature of the local lesion 
is confirmed and an indication of the possible 
site of the primary obtained. 

It would appear from the radiological find- 
ings mentioned, that as far as the jaw is con- 
cerned, bone destruction is the common result 
of the presence of secondary deposits. 

With respect to the skeleton as a whole, 
osteoplasia is frequently associated with 
secondaries from prostatic carcinoma and 
occasionally with secondaries from carcinoma 


of the breast (Willis, 1952). The case showing 
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new bone formation in the mandible by Bosco 
(1958) was of a prostatic carcinoma as is the 
case with gross new bone formation illustrated 
by Walther (1948). 

In Case 1 described here, not merely is there 
striking new bone formation, but, in addition, 
the features of Paget’s disease have been 
closely simulated in many respects. Thus, 
resorption followed by extensive new bone 
formation has caused enlargement of the whole 
bone, loss of differentiation between cortex and 
medulla, and complete reorganization of the 
bony architecture. A cross-section of the 
mandible shows an almost uniform trabecular 
pattern, varied only by minor areas of resorp- 
tion and areas of dense sclerosis. Histologic- 
ally, the marrow spaces are replaced by fibrous 
tissue and many osteoblasts and osteoclasts 
can be seen in relation to the bone. In addi- 
tion, several of the teeth show gross, irregular 
hypercementosis. From the histological aspect, 
only the presence of carcinoma cells and the 
absence of a well-marked mosaic pattern in 
the bone prevents the diagnosis of Paget’s 
disease being made. The “pagetoid” mani- 
festations produced by carcinomatous deposits, 
though a recognized phenomenon, are rare 
and usually only of a minor degree. It is 
believed, however, that these changes have 
not been described previously in relation to 
the jaw. 

The relationship between the neoplastic cell 
and the bony response has been studied on 
many occasions and this work has recently 
been discussed by Milch and Changus (1956) 
and by Meyer (1957). 

With regard to the mechanism of bone 
destruction, in the sections of Cases 1 and 3 
(no sections of bone were available for Case 2) 
many typical osteoclasts are seen in the areas 
of bone resorption, often in close proximity to 
the margins of the tumour. None of the 
polynuclear tumour cells described by Milch 
and Changus (1956) were present. 

With regard to new bone formation, Milch 
and Changus conclude that this is an attempt 
on the part of the host bone to repair the 
injury represented by cancer invasion. This 
rather teleological view would seem to imply 
that the new bone formation should at least 


be so deposited as to confer some structural 
benefit upon the affected bone. Though this 
may be true of some cases it is hard to recon- 
cile this theory with the specimen shown in 
Walther’s illustration, where proliferative 
masses of new bone bulge outwards from the 
lateral aspect of what appears to be an other- 
wise intact mandible. In Case 1, new bone 
formation is generalized practically throughout 
the mandible, and there is expansion of the 
whole bone in association with minimal bone 
resorption. Further, this theory does not make 
any more rational those secondary deposits 
where bone destruction is unassociated with 
any apparent reparative reaction. This is 
seen in Case 3, and in Case 2 it also appeared 
radiographically, that virtually the whole of 
the ascending ramus of the mandible had 
been destroyed without evidence of new bone 
formation. 

Thus, though the mechanism remains ob- 
scure, it would certainly appear that some 
tumour cells have a tendency to stimulate 
osteoclastic action in their vicinity, while 
others may also stimulate varying degrees of 
osteoblastic action by the stromal cells. In 
sections of Case 1, where the tumour cells are 
plentiful, bone resorption is in active progress 
and, where they are scanty, abundant new 
bone formation has occurred. 


SUMMARY 


1. Three cases of secondary carcinoma in- 
volving the mandible are described. 

2. The incidence of skeletal metastases from 
various primary sites is evaluated. 

3. The symptoms and radiographic changes 
associated with secondary carcinoma of the 
mandible are discussed. 

4. New bone formation in relation to malig- 
nant deposits and the close simulation of 
Paget’s disease in one of the cases are dis- 
cussed. 
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AN IMPROVED METHOD OF CONSTRUCTING A 
“SPLINT FOR THE CONTROL OF HA;MORRHAGE 


By J. W. GILBERT, B.D.S. 


Former House Surgeon, Liverpool Dental Hospital 


and H. M. OLDFIELD, L.I.B.S.T. 
Senior Technician, Liverpool Dental Hospital 


THE purpose of this paper is to describe a 
technique whereby a rigid splint may be 
constructed in approximately 14 hours. Such 
a splint may be used in cases where severe 
post-extraction hemorrhage is anticipated, 
and particularly where a splint is urgently 
required to control severe hemorrhage that 
had not been expected, and cannot be con- 
trolled by other means. 

The usual method of constructing a splint 
involves the prior taking of upper and lower 
impressions, followed by a wax bite registra- 
tion. After casting the models, and mounting 
them on an articulator, the spint is waxed 
up, flasked, and processed in acrylic resin. 
This procedure has two disadvantages :— 

1. The time factor—it takes about 3} hours 
to produce a splint using this method, as well 
as the extra time needed for fitting. 

2. The model should be surveyed so that 
all tooth and tissue undercuts are waxed out, 
and the splint processed on a duplicate model. 
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Alternatively, the undercuts may be plastered 
out freehand and the original model used. 


METHOD AND MATERIALS 


The technique to be described involves the 
direct adaptation of wax in the patient’s mouth. 
Alminax is the material of choice because it is 
less adherent to the teeth than pink wax and 
is less liable to distortion at mouth temperature. 

A piece of Alminax is cut to the outline of 
a lower baseplate, softened in a warm water- 
bath, and placed directly in the mouth. It is 
adapted to the occlusal surfaces of the teeth 
with finger pressure. Whilst held in contact 
with the teeth, the wax is adapted to the 
lingual or palatal mucosa and over the bleeding 
site. The patient is allowed to close lightly on 
to the wax until even contact is reached. The 
wax is chilled as much as possible with an air- 
jet, and removed from the mouth. The excess 
is trimmed off with scissors and the remainder 
chilled in cold water. To obtain the pressure 
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required, more wax is applied to the area 
opposite the bleeding site before being replaced 
in the mouth and re-adapted to the tissues. 
The wax splint is removed very carefully, 
placed in cold water, and given to the 
technician. 

While the surgeon has been preparing the 
Alminax splint the technician will have been 
assembling the following materials and equip- 
ment: Detergent solution, acrylic mixing jar, 
clear acrylic powder and liquid, plaster 
spatula, plaster-of-Paris accelerating solution, 
petroleum jelly, curing bath with a temperature 
at 70° C., boiling water, and tinfoil substitute. 

The Alminax splint is immersed in the 
detergent solution for about 1 minute, to 
reduce the surface tension on the wax, and to 
help free the saliva and any blood that may be 
present. While this is being done the acrylic 
is mixed, in the proportions by volume of 24 
of powder to 1 of liquid. The splint is rinsed 
under running water, and embedded in one 
half of the flask using the quick setting plaster, 
leaving the occluding surface exposed. Imme- 
diately the plaster is “stiff”, petroleum jelly 
is applied as a separating medium. A second 
mix of plaster is prepared, and the flasking 
completed. 

The flask is immediately placed in the 
prepared curing bath for 5 minutes. I[t is then 
opened and the wax boiled out. The mould is 
dried with compressed air and immediately 
painted with the tin foil substitute. By this 
time the acrylic should have reached a soft 
dough-like consistency and it is packed into 
the warm mould. The flask is closed in a spring 
clamp, and placed in the prepared curing bath. 
The temperature is held at 70°C. for 30 
minutes, and then brought to the boil. After 
boiling for 15 minutes the flask is removed 
from the bath and cooled under running water 
for 10 minutes. The splint is deflasked, 
trimmed, and polished ready for the mouth. 


FITTING 


If the above procedure has been performed 
carefully, the acrylic splint should fit with a 
minimum of adjustment. Two strips of black 
gutta percha are warmed, and used to line 
the splint. The splint is then settled in the 


mouth and the patient asked to bite firmly. 
The gutta percha compresses the bleeding area 
and flows into tooth and tissue undercuts, 
thereby providing added retention. A barrel 
bandage is used to support the mandible 
firmly. The splint should be worn from 12 to 
18 hours before it is removed. 


DISCUSSION 


Although the technique conflicts with all 
concepts of correct manipulation of acrylic 
resins, it does produce a clear and rigid 
acrylic splint. However, as the splint has a 
comparatively short life, it is felt that any 
deficiencies between this method of curing 
and the normal cure are more than offset by 
the advantages gained. 

The advantages claimed are:— 

1. Speed of production—1} hours. 

2. Considerable saving of time in fitting to 
the mouth, because any undercuts are elimi- 
nated during withdrawal of the wax pattern. 

3. Greater comfort for the patient. 

The time factor could probably be further 
reduced by the use of one of the self curing 
resins. This, however, may be contra- 
indicated because of the possible irritation to 
the tissues from the free monomer content 
remaining after curing. 


CONCLUSION 


1. Splints are rarely necessary to control 
hemorrhage, but when they are, they must 
be produced with the utmost speed. 

2. The method described should only be 
used when there is no previous history of 
bleeding. In such cases, a splint would have 
been constructed prior to the extraction of 
the tooth. 

3. The above technique provides: (a) A 
skeleton to carry the material used to compress 
the bleeding area; (6) A mechanical protection; 
it prevents the tongue playing with the wound 
and possible damage from chewing. 


Acknowledgement.—The writers wish to 
thank Mr. R. Storer, F.D.S. R.C.S., Head of 
the Department of Prosthetic Dentistry, for 
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PREVENTION OF 


PERIODONTAL DISEASES’ 


I. SELECTIVE GRINDING 


By A. BRYAN WADE, B.Ch.D., F.D.S. R.C.S. 


Director, Department of Periodontology, Royal Dental Hospital of London School of Dental Surgery, 
University of London 


A PROCEDURE is justified on prophylactic 
grounds when it can be shown that failure to 
carry it out may have undesirable results. 
Scientific proof is, however, exacting and 


difficult. 


Fig. 1.—Physiological attrition following the 
curve of Avery or reverse curve of Monson shown 
by the interrupted line. 


Fig. 2.—Model of the maxilla of a West African 
demonstrating the bucco-lingual slope of physio- 
logical attrition. 


evidence, few if any prophylactic measures 
would be practised in dentistry. Even scaling 
and polishing the teeth, so widely known 
as dental prophylaxis, cannot be justified 
scientifically, as the exact relationship 
between calculus and gingivitis is not under- 
stood. 


* From a Symposium on the Prevention of Periodontal 
Diseases given at the meeting of the British Society of 
Periodontology held on February 9, 1959. 
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If one were to await conclusive 


Is selective grinding a justifiable prophy- 
lactic procedure ? To answer this question tiie 
objectives of selective grinding must be de- 
fined. They are to establish correct occlusal 
contact between as many teeth as possible in 
both centric jaw relationship and in the excur- 
sive positions of the mandible. 

But is occlusal contact in these positions 
the ideal relation ? Is it what Nature designed ? 
Exercise of the body as a whole is widely 
accepted as something which is beneficial and, 
therefore, desirable. Are the periodontal tis- 
sues in any way exceptional? They would 
not seem to be, for the bone of the alveolar 
process is continuous with the bone of the 
jaws themselves and without doubt is affected 
by function. Atrophy of this bone after 


Fig. 3.—The pattern of normal attrition repro- 
duced in a full denture. 


sacrifice of an opposing tooth has been demon- 
strated by many workers (Sicher, 1948: 
Orban, 1953; Goldman and Cohen, 1957) 
who have also commented upon the increased 
density of the bone and the better orienta- 
tion of the trabecule in well-developed 
arches. Such changes must be associated 
with the transmission of stimuli via_ the 
periodontal fibres (McCall, Ritt, Kudler, 
Friend, Curry, and Lieb, 1954; Peterson, 
1956). 
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tiow and when are such stimuli trans- 
mitted ? These are the points on which there 
is a difference of opinion. There are some 
who believe that occlusal contact occurs 
almost solely in the position of centric occlu- 
sion. They base their opinion very largely on 
the cinefluorographic and electrical studies of 
Jankelson, Hoffman, and Hendron (1953) and 
Anderson and Picton (1957). Jankelson’s 
work was carried out on 35 subjects, pre- 
sumably American, some with natural denti- 
tions showing varying degrees of wear, 
others with prostheses having different 
cuspal inclinations. Few American dentitions 
are ideal and it would be interesting to 
compare Jankelson’s results with findings 
in a group of people such as the Australian 
aborigines. 

Jankelson’s studies have encouraged a belief 
that there is an insignificant amount of tooth 
contact and no such thing as a balanced 
occlusion during mastication. How then does 
attrition occur ? 

Few will deny that attrition on both the 
occlusal and proximal aspects of teeth is the 
result of a physiological process. It is only 
pathological when excessive or abnormal in 
pattern. These facts interested Jankelson 
(1955) and he conducted further investiga- 
tions. From these he concluded that attrition 
arising from the mastication of food produced 
a curve of Avery or reverse curve of Monson 
(Fig. 1), whereas attrition caused by tooth- 
against-tooth grinding in the absence of food, 
as in bruxism, was horizontal in its pattern. 
This is an interesting hypothesis which deserves 
thorough clinical investigation. That the pre- 
dominant pattern of physiological attrition 
produces a linguo-buccal slope in the mandi- 
bular teeth and one in the opposite direction 
in the maxillary teeth has been observed 
by all who have investigated ancient skulls 
and the occlusions of present-day races who 
exhibit little or no malocclusion (Pleasure 
and Friedman, 1938; Campbell, 1956; 
Picton, 1957; Barrett, 1958) (Fig. 2). 
This is also the pattern of wear pro- 
duced in full denture prostheses which 
have been constructed according to ana- 


tomical and physiological principles (Fig. 3). 


Jankelson drew attention to the intimate 
relationship between the width of the masti- 
catory surface, advancement of the mandible, 
and continuous eruption. He believes that 
any disturbance in this relationship produces 
an occlusion which tends to be traumatic 


(Table I). 


Table I.—SYNDROME OF TRAUMATIC OCCLUSION 
ACCORDING TO JANKELSON 


Phenomenon of Phenomenon of 


disproportionate masticatory 
widening narrowing Ra 
(odonteurysis) (odontostenosis) 
minus 
Phenomenon of Phenomenon of s § 
mandibular continuous eS 
advance eruption 


(gnathoprochoresis) (odontosynechophosis) | 


There are certain authorities (Thompson, 
1950, 1955; Fish, 1952; Ray, 1956; Thomas, 
1956; Tulley, 1959), however, who do not 
believe that a periodontal lesion can be caused 
by occlusal trauma. Most of them admit that 
a malocclusion may accelerate the loosening 
of teeth which have already lost much of their 
supporting bone and, rather surprisingly, they 
recognize periodontal atrophy arising from 
disuse or reduced function. Nevertheless, most 
leading authorities (Coolidge, 1938; Cross, 
1952; Beube, 1953; Westin, 1953; Ogle, 1954; 
Orban, 1954, 1956; Thielemann, 1955; Vauthier, 
1955, 1956; Ramfjord, 1956; Schireson, 1956; 
Sorrin, 1956; Goldman and Cohen, 1957; 
Miihlemann, Herzog, and Rateitschak, 1957; 
Glickman, 1958) consider that a distinct 
periodontal lesion may arise from dispropor- 
tionate occlusal stresses. This condition is 
periodontal traumatism. Even those who 
believe in its existence have not regarded it 
as a very common condition. 

Recent investigations by Posselt and 
Maunsbach (1957) suggest that the incidence 
is remarkably high. They examined 97 male 
Swedish students, aged 20-29 years, with 
healthy gingival tissues. Tooth movement at 
closure and during articulatory movements 
was observed and radiographs were examined 
for widening of the periodontal membrane, 
thickening of the lamina dura, cemental 
hyperplasia, and root resorption. The 97 


249 


The DENTAL PRACTITIONER 


subjects had an average of 14 teeth present 
per maxilla; 95 had 6 or 7 teeth showing 
mobility at occlusal contact or during excur- 


sions of the mandible. In only 56 out of 649 


Fig. 4.—Testing for tooth movement in excursive 
movements of the mandible. Movement may be 
seen as well as felt on occasions, if light pressure 
is applied through the fingers. 


teeth showing movement were radiographic 
signs detected, but an additional 24 teeth with 
radiographic signs showed no movement. 


Fig. 6.—Selective grinding consistent with physio- 
logical attrition. Continuous lines across the teeth 
show the plane of natural attrition. Interrupted 
lines show planes to which surfaces should be 
ground. The buccal surface of the lingual cusp of 
the maxillary tooth could theoretically be ground 
until it was continuous with the lingual slope of the 
buccal cusp. The lingual slope of the buccal cusp 
of the mandibular tooth must never be ground as 
the cusp-fossa relationship determines the vertical 
dimension. B, buccal; L, lingual. 


This work was repeated using 54 students 
between the ages of 19 and 25 years at the 
Royal Dental Hospital of London School of 
Dental Surgery. Of 755 maxillary teeth 
examined, only 31 (4:1 per cent) revealed 
degree I mobility when tested by applying 
pressure through the index fingers placed 
lingually and labially on the crown of each 
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tooth, but in 114 (15-1 per cent) teeth, in 
34 (63-0 per cent) individuals, movement \ as 
detected during occlusal excursions when a 
little pressure was applied by the index fing«rs 


Fig. 5.—A mouth in which there is little gingivitis 
and no pockets, yet !|!23 exhibited movement in 
the lateral excursion of the mandible and !I! in 
the protrusive excursion. 


Fig. 7.—Narrowing to reduce the occlusal plat- 
form which has been widened through a patho- 
logical pattern of attrition. Interrupted line follow- 
ing pattern of physiological attrition indicates the 
slopes to be achieved by grinding. Again mandi- 
bular buccal cusp-fossa relationship is not touched. 
B, buccal; L, lingual. 


placed on the facial surfaces (Fig. 4); 105 (13-9 
per cent) teeth moved during lateral excur- 
sions and 26 (3-4 per cent) during the pro- 
trusive movement. There were no pockets 
and little gingivitis (Fig. 5). 

Such movement must be regarded as the 
earliest evidence of a pathological change. 
What the exact nature of the change is no one 
knows. Obtaining material for histological 
examination is very difficult indeed and 
animal experiments have not produced the 
type of occlusal trauma found in man. 
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Can this pathological condition be pre- 
vented? Is selective grinding the prophy- 
lactic measure which will prevent periodontal 
traumatism? Practice and critical evaluation 
alone will provide the answer, but in the 
meantime there is still the initial question: 
“Is selective grinding a justifiable prophy- 
lactic procedure ?” 

Ideal dentitions such as those commonly 
found in races where there has been little 
intermingling of ethnic groups are balanced 
in the excursive movements performed with- 
out food in the mouth. This balance continues 
to be exhibited throughout the period of 
physiological attrition even though, as Jankel- 
son has shown, there is probably little direct 
tooth-to-tooth contact. Assessment of the 
degree of balance in empty movements is the 
way in which one can decide whether an 
occlusion produces beneficial stimuli in masti- 
catory movements. By establishing, in each 
case, the maximum possible degree of balance, 
selective grinding seeks to reproduce the excel- 
lent occlusions found in more primitive races. 
It should, therefore, be regarded as a justi- 
fiable periodontal prophylactic procedure. 
Such grinding must be selective in the physio- 
logical sense (Schuyler, 1947; Bjorndahl, 1958) 
(Fig. 6) while paying due regard to the 
occlusal width (Fig. 7). Any other grinding 
is spot grinding, and should have no place in 
dentistry (Miller, 1953). Too often, as a result 
of misconception in the theory and practice 
of occlusal equilibration, occlusal grinding is 
criticized unjustly (Sorrin, 1958). 


The model and dentures used in the illustra- 


tions were kindly loaned by Professor A. O. 
Chick, to whom I express my gratitude. 


Il. ORAL 
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HYGIENE 


By R. D. EMSLIE, M.S., B.D.S., F.D.S. R.C.S. 
Department of Preventive Dentistry, Guy’s Hospital, London, S.E.1 


WE are all well aware of the importance of 
toothbrushing in the prevention and treat- 
ment of periodontal diseases, and also for 
the prevention of supragingival calculus. 
However, some patients who appear to be 
most co-operative in their home treatment 


2 


do not seem to be able to prevent the 
rapid formation of calculus on the lingual side 
of the lower incisor region. I considered myself 
to be in that category, supragingival calculus 
re-forming within a few days after each scal- 
ing. 
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It seemed obvious that the method of tooth- this region the mouth was opened wide aad h 


brushing must be at fault, but to test this a 
small clinical trial was undertaken. A fairly 


Fig. 1.—Lingual gingiva after 47 days of thorough 
toothbrushing two or three times daily. No supra- 
gingival calculus can be seen. 


Fig. 3.—After a further 10 days of perfunctory 
brushing more calculus has formed. This could not 
be removed by returning to a thorough tooth- 
brushing technique. 


Fig. 5.—Same mouth after 21 days of rubbing the 
labial gingiva in 2]j region twice daily with the 
india-rubber eraser on a pencil. Materia alba around 
the gingival margins and gingivitis are apparent. 


soft nylon brush was used (Pepsodent), and 
the lingual aspects of my lower incisors were 
brushed two or three times a day with a 
proprietary toothpaste (Colgate). To reach 
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the handle of the brush held as near to the 
vertical as possible. Cleaning was by a verti: al 


ta nob» wee 


Fig. 2.—Calculus formation in the same mouth after 
8 days of perfunctory brushing twice daily. 


Fig. 4.—Lower incisor region of same mouth a 
few days after teeth had been scaled and polished. 
Clinically the gingiva appeared to be uninflamed. 


Fig. 6.—Over-enthusiastic use of wooden inter- 
dental sticks has caused more recession than was 
required for elimination of localized pocketing. 
Male, aged 23. 


up-and-down movement, extending well on to 
the gingiva, and was followed by a lateral 
vibratory movement. A scale and polish had 
been completed on the day before the trial 
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began. The fact that no macroscopic calculus 
had developed 47 days later can be seen from 
Fig. 1. Now I reverted to my old method of 
perfunctory brushing, and 8 days later calculus 
was readily visible (Fig. 2). Ten days later 
this calculus had increased considerably 
(Fig. 3), and a return to the method of 


Fig. 7.—Periodontitis simplex and periodontal 
abscess in female aged 37. Deep pockets of regular 
depth are present. 


thorough lingual brushing did not remove 
much of it. But I shall need a lot of persuad- 
ing that it is not possible in every case for the 
patient to prevent supragingival calculus for- 
mation by toothbrushing. 

What method of toothbrushing should be 
taught? It is a remarkable fact that good 
reports are available for nearly every method, 
but almost invariably the type of brush used 
is also carefully specified. A technique suitable 
for a soft brush will certainly not be suitable 
for a hard. The rotary or roll method usually 
taught in this country is inadequate for 
some mouths because the gingival crevice is 
missed. 

A simple demonstration to illustrate this can 
be provided by attempting to brush tooth- 
paste off one’s finger-nail with a similar action. 
Some toothpaste always remains on the nail 
next to the cuticle—an analogous situation to 
the gingival margin. That is why in addition 
a horizontal vibratory motion should be 
recommended: short strokes back and forth 
following the retary (or vertical) strokes in 
each region of the mouth. 

Cleaning is undoubtedly the most important 
function of toothbrushing—not the massaging 
action, or friction on the epithelium. A simple 


experiment, performed on the same patient, 
would seem to confirm this. My lower incisor 
region was scaled and polished a few days 
previously and then photographed (Fig. 4). 
The only oral hygiene performed for the next 
twenty-one days in 21] region was rubbing 
the gingiva with an india-rubber tip of a pencil 


Fig. 8.—Same mouth as in Fig. 7 two months 
later. The only treatment has been scaling and 
polishing the teeth, and oral hygiene by the patient 
with the toothbrush and wooden interdental sticks. 
The assumption that some of the recession inter- 
dentally has been caused by pressure from the stick 
is supported by the presence of a gingival tag on the 
mesial side of [i, which appears to have been missed 
during the rubbing. 


for one minute, twice daily. The appearance 
at the end of that period is shown in the next 
slide (Fig. 5). Materia alba around the gingival 
crevice and hyperemia and. edema of the 
free gingiva are evident. Scaling and polishing 
was then performed and oral hygiene with the 
toothbrush resumed in this region, and in one 
week the gingiva had returned to normal. 
Twenty-one days of no oral hygiene at all in 
this region followed, and the gingivitis which 
developed was only slightly more severe than 
that which occurred during the similar period 
with massage twice daily. It was clear that 
the massaging action of the rubber tip alone 
was not preventing the development of a 
“dirt” gingivitis, although adjacent gingival 
areas where toothbrushing twice daily had 
been maintained were remaining healthy. In 
addition to this photographic evidence, Dr. 
P. H. Staple was studying the capillary changes 
in this marginal gingiva using a capillary 
microscope, and confirmed progressive changes 


_of inflammation in 21] region during both test 


‘periods. 
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Many periodontologists advocate Charter’s 
method of toothbrushing. A hard two-row 
brush is usually recommended, the ends of the 
bristles being applied to the teeth, and the 
sides of the bristles massaging the gingiva 
whilst a vibratory motion is given to the brush. 
Very littke movement of the ends of the 
bristles on the teeth takes place, and patients, 
unless extremely conscientious, find it diffi- 
cult to keep their teeth clean by this method 
alone. However, with a stiff brush it is possible 
to exert considerable pressure on the gingival 
tissues, and a certain amount of apparent 
pressure atrophy may result. Case reports 
have been published, such as the one by 
Bricken (1955), where patients taking pheny- 
toin sodium have been able to reduce their 
gingival hyperplasia by this type of tooth- 
brushing technique. It should also be possible 
to reduce the depth of true pockets by induc- 
ing recession by Charter’s method, but as a 

preventive measure the rotary or roll method 
“has been shown to be more effective (Curtis, 
McCall, and Overaa, 1957). 

The effectiveness of rubbing interdentally 
with sticks in the treatment of established 
pockets may to a great extent depend upon 
the amount of pressure atrophy (or “‘trauma’”’) 


produced. The patient in Fig. 6 was io 
enthusiastic, but if carefully controlled a 
gingivectomy may often be obviated by tie 
patient’s own efforts (Figs. 7 and 8). 

As a true preventive measure interdent::! 


. sticks have no place, however. Normal inte:- 


dental papillz are attached to the teeth clo: 
to the contact areas, and the passage of a 
stick will cause detachment producing an 
interdental space, which from then on must 
be cleaned regularly by artificial means to 
prevent disease. 


SUMMARY 


Simple tests on one individual are described 
which demonstrate that (1) toothbrushing can 
prevent the formation of supragingival calcu- 
lus, (2) the important function of toothbrush- 
ing in preventing gingivitis is in the cleansing 
action. | 

Reduction of gingival and _ periodontal 
pocketing by pressure with the toothbrush 
and wooden interdental sticks is discussed. 
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An Evaluation of Oxygenating Agents in the 
Treatment of Gingival Inflammation 

A controlled double-blind clinical study of 
129 antenatal clinic patients is described. 

At the first visit, a dentist assessed the degree 
and type of gingivitis present, and obtained 
the patients’ views as to the degree of bleeding 
and pain experienced; a coloured clinical 
photograph was taken, and 35 packages of one 
coded medicament were dispensed, with 
instructions that a package should be dissolved 
in water and used as a mouth rinse five times 
a day for seven days. 

Two days and 7 days later, history-taking, 
examination, and photography were repeated, 
and the patients were then sent for complete 
oral prophylaxis. 

The coded substances which were dispensed 
were: sodium borate, sodium peroxyborate 
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monohydrate buffered to pH 8, sodium per- 
borate, and sodium chloride (control). 

It was shown that all four agents produced 
improvement in some 60 per cent of patients 
after 2 days. After 7 days, 93 per cent of 
patients who had received sodium peroxy- 
borate monohydrate were rated as improved, 
as against 50 per cent given sodium perborate, 
44 per cent given sodium chloride, and 33 
per cent given sodium borate. 

One patient having sodium peroxyborate 
monohydrate complained of slight tingling of 
the mucosa, without visible cause. 

An uncontrolled trial of sodium peroxy- 
borate monohydrate in acute ulcerative 
gingivitis produced marked reduction of 
symptoms in 48 hours.—BEHRMAN, S. J., 
FatTer, S. B., and GropBere, D. L. (1958), 
J. dent. Med., 13, 195. 
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OCCLUSAL REHABILITATION 


By ULF POSSELT, L.D.S. 
Odont. Dr., Malmé, Sweden 


THE diagnosis and treatment of periodontal 
disease, temporomandibular joint pain, and 
facial pain is often possible only if one looks 
beyond the dentition itself to the other 
integral parts of the masticatory system: the 
muscles, joints, and jaws. These components 
are interdependent. 

It is characteristic of the masticatory 
system that the musculature is to a certain 
extent directed by the occlusal surfaces of 
the teeth when these are engaged in contact. 
As pointed out by Jarabak (1956) and Perry 
(1957), amongst others, disturbances in the 
occlusion of the teeth may eventually cause 
damage to the other components of the 
masticatory system. 


“ CENTRIC RELATION ” 


The movements during which the teeth make 
contact are important for many reasons. It 
should be realized that the relatively constant 
path of closure from an open position is 
reflexly induced by the proprioceptors in the 
muscles, joint capsules, and the periodontia 
of the teeth. Brill (1957) has recently recalled 
the fact that a conditioned reflex has to be 
reinforced in order to be maintained. If 
closure into the existing occlusal position is 
prevented for a given period, as by the use 
of splints, one may “forget” the path of 
closure. Abolishing the conditioned reflex may 
be deliberately induced by altering the afferent 
stimuli. 

In masticatory movements, contacts on 
steep and/or few tooth surfaces seem to be 
avoided. According to Beyron (1954) multi- 
directional gliding movements can be en- 
couraged by occlusal adjustment. 

A neutral jaw relationship with tooth-to- 
tooth contact may be defined as a harmonious 
contact position. It is important that a closed 
position which constitutes the termination of 
swallowing andymasfigation should not cause 
any undue stress the periodontia and 


joints (Posselt, 1959). Neither should these 
tooth contacts require extra work of the 
muscles of mastication. 

“Centric relation” is characterized by (1) 
teeth in intercuspation, (2) proper condyle- 
fossa relationships, (3) equal contraction of the 
anterior and posterior parts of the temporal 
muscle on each side. 


FUNCTIONAL DISTURBANCES 


A functional disturbance can follow lack of 
harmonious co-ordination between the teeth, 
muscles, and the temporomandibular joints. 

Abnormal jaw relationships may develop 
during growth, for example asymmetric jaw 
development. In adult life, however, changes 
in tooth position, and consequently cusp 
relation occur following extractions, faulty 
fillings, and in various other ways. 

Functional derangements of the masticatory 
system which usually produce disturbances 
are overclosure and occlusal interference in 
closure or during gliding movements. 

Individual resistance plays a predominant 
role as to whether or not functional disturb- 
ances will cause pathologic changes in the 
tissues. Sometimes these changes may develop 
years later. Had the disturbances been 
detected earlier, pathology might have been 
prevented. 

An example of overclosure and displacement 
of the’ mandible is shown in Fig. 1. The 
original path of closure may adapt itself to the 
changed occlusal (intercuspal) position. But 
the latter is still unphysiological and the 
interference (Fig. 1, |—2) is avoided only at the 
cost of extra stress on the neuromuscular 
system. This, as suggested by Grewcock and 
Ballard (1954), may lead to muscle spasms and 
bruxism, the former producing a modification 
in the rest position also. 

As a result of changes in the occlusal 
position, interferences during gliding move- 
ments may also develop. 
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When the path of closure has changed, 
diagnosis of cusp interference during closure 
becomes difficult or even impossible, at least 
without special preparation of the patient or 
unless special aids are used. 

The following pathologic conditions may 
result from functional disturbances: (1) muscle 
spasms, (2) periodontal trauma, (3) temporo- 
mandibular joint arthrosis. 


Norma! path of closure 


@ Sliding movement 
@ Hodit movement 


@ Oegree of distal displocement 


Fig. 1.—The influence of occlusal disturbance on 
the path of closure. The occlusal change is here 
exemplified by an overclosure, the occlusal (inter- 
cuspal) position causing a posterior shift of the 
mandible. The figure is also an example of neuro- 
muscular adaptation, which may go into action 
whenever occlusal derangements cause a deviation 
of the mandible, when it goes from rest position into 
maximum intercuspation with a minimum of 
muscular activity. (After Grewcock and Ballard, 
1954.) 


The origin of traumatic periodontal break- 
down may be the following: Occlusal disturb- 
ances may cause a hypofunction encouraging 
gingival irritation from accumulation of food 
debris and calculus to a prevention of stimula- 
tion and self-cleansing during normal function. 
In the same area occlusal disturbances will 
increase the effects of bruxism on the perio- 
dontiz. 

These two factors, inflammation and perio- 
dontal trauma due to bruxism, acting together 
in different degrees at different stages and 
influenced by the individual’s resistance, 


could explain the variety of clinical pictures. 


and stages of periodontal disease. 
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FUNCTIONAL ANALYSIS OF THE 
MASTICATORY SYSTEM 


From Fig. 1 it will appear that when th» 
path of closure has changed it is no longe: 
possible to diagnose mandibular displacement ; 
by asking the patient to close slowly, since iii 
the presence of muscle spasm even the res! 
position will be changed. Therefore, “centric 
relation ’’—the basis of all occlusal adjustmeni 


Fig. 2.—Schematic drawing of Hawley plate with 
a flat bite plane. 


procedures—cannot be recorded unless muscle 
spasms have been eliminated. Further, jaw 
movements cannot be performed normally 
when spasms prevent the muscles from acting 
properly. 

The elimination of muscle spasms may be 
regarded from two viewpoints: (1) part of the 
functional diagnosis, and at the same ime, 
(2) part of the treatment. 

Disorientation of a “‘wrong”’ path of closure 
can be obtained by guiding the mandible 
up and.down in a _ hinge-like movement 
(‘‘guided closure”) without bringing the 
teeth together. This is a good way of 
establishing neutral or “‘centric” jaw rela- 
tion in cases of not too intense muscle 
spasms and not too distinct mandibular 
displacement. 

Another method to disorientate the con- 
ditioned reflex is to prevent its reinforcement 
by tooth contact. This can be obtained by 
using a flat bite plane (‘diagnostic splint ”’) for 
a few hours or days (Fig. 2). 


METHODS OF OCCLUSAL 
REHABILITATION 
Occlusal rehabilitation means correction of 
the functional disturbances of the adult 
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masticatory system, such as occlusal derange- 
ments and muscle incoordination. 

The methods of rehabilitation of the occlu- 
sion can start with either muscles (M), temporo- 
mandibular joints (J), or the dentition (T), 
although naturally each of the modes of 


In the present article only those methods 
mentioned under Nos. 1, 4, 5, 6, and 8 in 
Table I will be shortly mentioned. 

Occlusal Adjustment by Grinding and Pros- 
thetic Occlusal Reconstruction.—Generally 
speaking, grinding is used in cases of normal 


Table I.—SurRvVEY OF OcCLUSAL REHABILITATION METHODS 


METHOD OF OCCLUSAL THERAPY 
REHABILITATION DIRECTION PURPOSE OF TREATMENT 
1. Occlusal adjustment by grinding Sometimes a correction of condylar 
displacement 

2. Bite guards T Counteracts bruxism 
3. Orthodontic treatment of adults T Elimination of tooth interferences 
4. Orthopedic-prosthetic treatment by T+ J Re-positioning of condyles 

means of bite plates, splints, etc., in 

mutilated occlusions 
5. Joint orthopedic treatment with J+T Extension of joint space 


re-positioning and relief of the tem- 
poromandibular joint 
6. Muscle exercises (physical treatment 
of muscles) 
. Periodontal splints 
. Permanent prosthetic reconstruction 


on 


Improvement of muscle co-ordination 


Relief of stress on single teeth 
Stress distribution. Free gliding 
movements. Maintenance of op- 
timal condyle-fossa relations. 


treatment will affect the other components of 
the masticatory system. One cannot, for 
instance, change the occlusion without in- 
fluencing the neuromuscular system. 

From Table I it appears that occlusal 
rehabilitation is a rather comprehensive 
concept which includes prosthetic occlusal 
reconstruction by means of extensive crown 
and bridgework. 

Cases of temporomandibular joint derange- 
ments and facial pain are particularly amenable 
to treatment by the methods of occlusal 
rehabilitation. The following principles, how- 
ever, are valid for all cases of occlusal derange- 
ments and their sequele. 


The basis for occlusal rehabilitation can be 


summarized in the following way: (1) make a 
diagnosis; (2) establish “‘centric relation”; 
(3) plan the (permanent) treatment. 

Once “‘ centric relation” has been established, 
an important part of the treatment has already 
been done. The next step is to plan the treat- 
ment, i.e., amongst other things to decide 
when and how the re-established “centric 
relation” can be permanently stabilized. 


occlusal vertical dimension when slight inter- 
ference during closure occurs, whereas pros- 
thetic occlusal reconstruction is indicated in 
cases of marked disharmony between muscles 
and occlusion, such as overclosure with dis- 
placement of the condyles. 

A commonly used principle in reconstruction 
work is to establish the retruded (terminal 
hinge) position of the mandible as the occlusal 
(intercuspal) position which at the same 
time will allow the mandible to function 
a little further forward on not too steep 
cusps. 

In cases with posterior displacement of the 
condyles it would seem contra-indicated, at 
any rate immediately, to establish the terminal 
hinge contact position as the occlusal position. 
Instead, normal muscle tone should be 
restored, and by wearing a temporary splint 
the condyles can be induced to assume a normal 
relationship. This is a temporary occlusal 
reconstruction. 

An upper bite plate with a definite groove 
for the edges of the lower incisors, as well 
as splints with definite intercuspation, are 
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teaching devices for establishing a new pattern 
of closure and help in the re-education of the 
conditioned reflex path of closure (Fig. 3). 

It is irrational to choose the new occlusal 
position vertically and anteroposteriorly in a 
haphazard way. Instead, the treatment should 


Various special types of orthopedic splir s 
have been described by Campbell (195., 
1958 a), Grewcock (1955), Sears (1956), and 
Steinhardt (1952). 

Prosthetic occlusal reconstruction can be of 
great benefit to a patient. It is, however, 


Fig. 3.—Schematic drawing of Hawley plate with a groove for the lower incisors (left). The effect of the 
latter is very similar to temporary fixed splints in establishing a fairly stable intercuspation (right). 


RIGHT LEFT 


O 


Fig. 4.—Tracings from temporomandibular joint 
roentgenograms before treatment. The occlusal 
position (above) and rest positions (below). Both 
condyles are definitely posteriorly displaced in the 
occlusal position. In rest position the condyles take 
up an atypical position due to the large horizontal 
overlap. 


be planned on the basis of a careful clinical 
functional analysis, on full-mouth and temporo- 
mandibular joint roentgenograms and on casts 
mounted on an adjustable articulator. The 
latter instrument can also be used for planning 
the permanent bridgework. 

The possibility of jumping bites has been 
seriously questioned. It is the writer’s opinion 
that successful cases of apparent bite-jumping 
are simply correction of posteriorly displaced 
condyles. Temporomandibular joint radio- 
graphs are useful for checking the planned 
positions of the condyles (Figs. 4 and 5). 
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Fig. 5.—Tracings from temporomandibular joint 
roentgenograms after reconstruction (same case as 
shown in Fig. 4). In the occlusal position the 
condyles now have taken up positions anterior to 
their positions before treatment. The condyle-— 
fossa relationships in rest position have changed 
very little. 


sometimes a time-consuming and expensive 
treatment, which is not accepted by all 
patients. 

Contra-indications to Permanent Prosthetic 
Occlusal Reconstruction.—In cases of muscle 
and joint derangements with pain, it is wise to 
take a conservative approach and it is often 
advisable to use simple methods, at any rate 
at the beginning of the treatment. 

Great psychologic importance is often 
ascribed to the mouth by the patient. He or 
she will all too often expect that dental 
treatment will eliminate pain, even such pain 
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which actually may be closely connected with 
psychic stresses arising from difficulties in 
daily life. To expect that occlusal adjustment 
and/or reconstruction will solve a psychologic 
problem is, of course, quite unrealistic, since 
the dental problem is often a minor one as 
compared with the psychic strain and because 
it is often the result, not the cause. If com- 
plicated reconstruction work is carried out, 
and it later appears that this treatment had 
no effect, it is impossible to reconstitute the 
original state of affairs. Therefore, as Schwartz 
(1957) has pointed out, only necessary dental 
work should be carried out until the anxiety 
and stress situation has been dealt with 
successfully. The use of a temporary splint is 
a more suitable measure from this viewpoint. 

On the other hand, a risk of caries exists, 
especially if instructions concerning the use of 
a temporary~ splint are not followed meticu- 
lously by the patient. 

Muscle Treatment.—The following methods 
may be used for the elimination of spasms: 
(1) occlusal adjustment, (2) relaxation, and 
(3) physical therapy. Very often the effects of 
these treatments overlap. 

When the muscle spasms are eliminated it 
will also be easier to analyse the occlusal 
position and to establish “‘centric relation” 
(Boos, 1959). 

The aims of physical therapy (therapeutic 
muscle exercises) according to Kraus (1949) 
are as follows :— 

1. To force upon the musculature a new 
pattern of innervation (co-ordination). 

2. To stretch shortened muscles which are 
in spasm. 

Campbell (1958b), Schwartz (1957), 
Steinhardt (1952), and many others agree that 
a great many cases diagnosed as cases of 
‘temporomandibular joint arthrosis, or Costens 
syndrome, may be ascribed to muscle spasms. 

It should be emphasized that in severe cases 
of muscle incoordination, physical therapy 
should be used only after careful diagnosis. 


CONCLUSION 
Since the occlusion influences the mastica- 
tory muscles, occlusal disturbances may cause 
muscle and/or joint derangements. The latter, 


3 


in turn, complicates the diagnostic procedure. 
The application of general knowledge concern- 
ing muscle physiology, however, has given new 
aspects to occlusal analysis and_ occlusal 
rehabilitation. 

Only a combined outlook on muscle and 
joint physiology, kinematics, and aspects of 
tooth relations can explain the integration of 
the different components of the masticatory 
system in function and in dysfunction, and 
thus give the clue to its rehabilitation in cases 
of functional disturbances. 


SUMMARY 


Occlusal rehabilitation—the correction of 
functional disturbances of the adult mastica- 
tory system—includes direct treatment of 
muscles, occlusal adjustment by grinding, and 
prosthetic occlusal reconstruction. 

The importance of a correct diagnosis, 
establishment of centric relationship, and 
treatment planning is stressed. 

Sometimes a simple treatment of muscles is 
indicated prior to occlusal adjustment by 
grinding or prosthetic occlusal reconstruction. 
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ABSTRACTS FROM 


Histologic Effects of Silver Nitrate on 
Human Dentine and Pulp 


Ammoniacal silver nitrate is the most 
widely-used drug for the sterilization of infected 
dentine in deep carious cavities. An experi- 
ment on twenty-six carious teeth showed, 
however, that more pulpal damage is caused 
by its application to sound dentine than when 
applied to a carious exposure. Sound dentine 
does not appear to precipitate as much silver 
ion as does the blood, and so allows the drug 
to penetrate more deeply and to irritate the 
pulp in consequence. 

Histologically, it was seen that the drug is 
not self-limiting, that it penetrates tubular 
dentine as well as carious dentine. Carious 
dentine was stained a deep brown and the 
underlying degenerating tubules did not stain 
at all. The contents of the deeper and vital 
dentinal tubules precipitated the silver ions 
as black particles of free silver. In the case 
of sound dentine, black particles of silver 
eventually reached the pulp. The pulp tended 
to localize the injury and there was much less 
damage under the silver nitrate applied 
directly to exposed pulp than when applied to 
sound dentine. 


OTHER JOURNALS 


In view of the limited sterilizing action of 
silver nitrate and its potentiality for injury 
the value of its continued use is open to 
question.— ENGLANDER, H. D., JAMEs, V. E-., 
MassLer, M. (1959), J. dent. Ass. S. Afr., 14, 
46. 


A Sarcoma involving the Jaws 


Malignant tumours of the jaws in children 
are generally regarded as rare. A sarcoma 
involving the jaws in African children has 
been recognized as a_ distinctive clinical 
condition and the commonest malignancy of 
childhood. Although the clinical picture is 
easily recognized, its site of origin and nature 
remain obscure. It is unlikely to be a primary 
jaw tumour with metastases. The exact 
nature of the sarcoma is not speculated. It 
seems possible that it may be identified as 
reticulosarcoma, although deposits in the 
spleen and lymph-glands have not been ob- 
served. 

So far no common factor has_ been 
recognized which might have a bearing on the 
aetiology.—Burkirt, D. (1958), Brit. J. Surg.. 
46, 218. 


L.D.S. CENTENARY CELEBRATIONS 
In July of this year The Royal College of Surgeons of 
England is celebrating the centenary of the granting of 
the Royal Charter to the College, which gave it power to 
institute the Licence in Dental Surgery which, in effect, 
marked the beginning of dentistry as a separate profes- 
sion in this country. 
A series of scientific and social functions have been 
arranged in connexion with these celebrations. 


Programme 
July 22, 23, and 24, 1959 

Wednesday, July 22: 

6.30-8.30 p.m. Reception for Fellows and Licentiates 
in Dental Surgery. Admission will be by ticket. 

Thursday, July 23: 

10.30 a.m. Formal Opening. 

2.30 p.m. Menzies Campbell Lecture by Professor 
Robert Bradlaw, C.B.E., F.R.C.S., F.D.S. R.C.S. 
(Eng.), entitled “ Gaudeamus I[gitur”’. 

During the whole period of the Celebrations the 

Scientific Demonstrations will be on view, but throughout 
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this day “only demonstrators will be present to explain 
their exhibits. These Demonstrations will be staged by 
the Dental Schools in England. 


Friday, July 24: 
10.30 a.m. Annual General Meeting; Presentation of 
Addresses. 
2.30-4.30 p.m. Scientific Symposium—*“ Treatment of 
the Cleft Palate”’. 
Chairman: Sir William Kelsey Fry, C.B.E., M.C.., 
F.R.C.S., F.D.S. R.C.S. (Eng.). 
Speakers: Mr. W. R. Burston, L.D.S. (L’pool), 
D.Orth. R.C.S. (Eng.)}—“ Development”. 
Sir Archibald McIndoe, C.B.E., F.R.C.S.—* Cleft 
Palate Surgery ”’. 
Mr. D. F. Glass, L.D.S. R.C.S. (Eng.), D.D.O. 
R.F.P.S. (Glas.)—*“ Orthodontic Treatment”. 
Mr. K. P. Liddelow, F.D.S. R.C.S. (Eng.), H.D.D. 
R.C.S. (Edin.)}—“ Prosthetic Treatment”. 
6.00—7.30 p.m. Reception at Senate House, University 
of London. 


Note: An Historical Exhibition will be on view through- 
out the celebrations. 
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SURGERY IN RELATION TO THE DEVELOPING 
DENTITION 


By R. W. WILLCOCKS, B.D.S., F.D.S. R.C.S. 
Guy’s Hospital, London, S.E.1 


Case histories, radiographs, models, and slides 


of patients treated in the Children’s Depart- 


ment, Guy’s Hospital, were shown. These 
cases combined both surgery and orthodontic 


Fig. 1.—Failure of eruption of 1|! due to the presence 
of two palatal supernumeraries. 


Fig. 2.—Median diastema and displacement of 11 
due to a supernumerary. 


treatment, the surgical procedures being 
carried out under general anesthesia in most 
cases. 

1. Supernumeraries in the Palate.—The 
presenting symptoms in the cases shown were 
either failure of eruption of one or both maxil- 
lary central incisors (Fig. 1) or the presence of 


a median diastema (Figs. 2, 3). The radio- 
graphic appearance of these cases varied from 
a small denticle or a single midline conical 
supernumerary to the bilateral and tubercular 
types of supernumeraries (Figs. 4, 5, and 6). 

Surgical Technigue.—Unerupted, supernum- 
erary teeth in the palate are most commonly 
situated on the palatal side of the permanent 
maxillary incisors. Thus a palatal approach is 
made with reflection of the mucosa and careful 
removal of overlying bone. In favourable 
cases the crown of unerupted maxillary central 
incisors should be uncovered. Extractions are 
frequently indicated in order to create space 
for the unerupted teeth and these extractions 
should, if possible, be carried out at operation 
and not left until a later date, provided prog- 
nosis for the eruption of delayed teeth is 
favourable. 


Fig. 3.—Midline supernumerary. 


Orthodontic treatment following surgery is 
necessary to create and maintain. sufficient 
space for the unerupted permanent teeth in 
the first instance. Later, alinement of these 
teeth may be necessary, using fixed or 
removable appliances. This plan of treatment 
is well illustrated in Fig. 7. 


A demonstration given at the J ubilee Meeting held on May 10, 1958 
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2. Supernumeraries under Observation. 


The mere presence of an unerupted super- 
numerary tooth in the palate as seen on a 


Fig. 4.—Small denticle 
preventing eruption of 


Fig. 7.—1|! delayed by supernumeraries. After 
surgical removal |2 was moved over the bite. Space 
for 111 was recreated and incisors alined with 
Johnson twin arch. 


routine standard occlusal radiograph is no 
indication for the immediate surgical removal 
of this tooth. Cases were shown (Figs. 8, 9) 
where although an extra tooth was present, 


Fig. 8.—Unerupted supernumerary. No symptoms. 
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Fig. 5.—Inverted supernumerary 
displacing !| and causing diastema. 


there was no malalinement of the adjac: nt 
permanent teeth. These cases, however, «re 
kept under observation and periodic X-r ys 


Fig. 6.—Bilateral tuberculated 


supernumeraries. 


are taken to watch for cyst formation or 
resorption of adjacent roots of permanent 
teeth. 

3. Geminated Composite Odontomes.— Whilst 
gemination between two teeth of the normal 
series in the incisor region in the deciduous 
dentition is relatively common, it is rare to 
find three teeth involved, namely |ABC as 
illustrated in Figs. 10, 11. This odontome was 
removed due to pulpitis resulting from the 
extension of caries in a palatal fissure. 

4. Dilacerated Maxillary Central Incisors. 


Trauma to the maxillary incisor region at an 


Fig. 9.—Unerupted supernumerary. No symptoms. 


J 
— 
n 
. 
q 
‘ 
gue 


June, 1959 


Transactions of the B.S.S.O. 


The DENTAL PRACTITIONER 


Fig. 10.—Gemination of |ABC, 


early age if transmitted to a developing 
permanent incisor may lead to varying degrees 
of dilaceration of the crown or root. Whilst 
minor dilaceration of the crown of the tooth 
is rarely sufficient to prevent its eruption and 
may be successfully treated at a later date by 
conservative methods, dilaceration of the 
root not infrequently leads to failure of 
eruption (Figs. 12, 13). 

At operation, these teeth are commonly 
removed by the labial approach, the difficulty 
of removal increasing as the angle decreases 


Fig. 12.—Unerupted and dilacerated 1. 


between the long axis of the two sections of 
the root. 

Subsequent orthodontic treatment will 
depend on the particular arch relationship 
and the size of the teeth in relation to 
arch size. 

5. Dentigerous Cysts.—In children, dentiger- 
ous cysts may occur in association with the 
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Fig. 11.—Gemination of |ABC (palatal aspect). 


unerupted maxillary canine or supernumerary 
tooth in the palate and unerupted pre- 
molars. They may present in varying stages 
from an incidental radiographic finding to 
an obvious facial swelling. They are rarely 
infected. 

The case shown exhibited marked facial 
asymmetry and radiographic examination 


Fig. 13.—Dilaceration of root 11. 


revealed two unerupted supernumerary tceth 
in the palate, together with a dentigerous cyst 
associated with one of these supernumeraries 
(Fig. 14). At operation the dentigerous cyst 
was first aspirated and then opened into the 
labial sulcus. The two supernumerary teeth 
were removed together with the cyst lining 
and the cavity packed. 
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Fig. 14.—Dentigerous cyst associated with an 
unerupted supernumerary. 


Following operation the unerupted || soon 
appeared in the oral cavity, but with a 
marked palatal and lateral inclination (Fig. 
15). Orthodontic treatment using a simple 


Fig. 15.—Post-operative condition, showing position 
of 1). 


removable appliance with a palatal spring 
is now required to aline || and possibly 2| on 


eruption. 
6. Compound and Complex Composite 
Odontomes.—Failure of eruption of a max- 


illary central incisor may be due not only 
to the presence of a supernumerary tooth but 


Fig. 16.—Compound composite odontome displacing 
1 


Fig..17.—Model of case in Fig. 16, showing eruption 
of 1| following removal of odontome and alinement of 
incisors after 4/4 extractions. 


Fig. 18.—A, X-ray showing large complex composite odontome; B, Complex composite 


odontome after removal. 
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occasionally to the presence of a compound or 
complex composite odontome. 

In Fig. 16 the occlusal radiograph shows a 
compound composite odontome displacing and 
preventing the eruption of I]. At operation 
these denticles were removed by a labial 


A 


Fig. 19.—A, Unerupted maxillary canine; 


B, Post-operative X-ray; 


Following irrigation the cavity was packed, 
the pack being removed after 3 weeks. In this 
case a denture to replace 21| is required with 
the possibility of orthodontic treatment at a 
later date to guide unerupted 3] into good 
alinement. 


C, X-ray showing 


bone regeneration. 


Fig. 20.—Giant-cell epulis buccal aspect 6j. 


approach. Subsequent orthodontic treatment 
was necessary, to aline the malpositioned 1] 
and to correct the Class II malocclusion with 
a unilateral crossbite (Fig. 17). 

The next case was referred because of 
failure of eruption of 21|. On clinical examina- 
tion there was a slight fullness of the labial 
suleus in C-A] region which was of bony 
hardness. Radiographs revealed the presence 
of a complex composite odontome (Fig. 18 A). 
At operation, CBA| were extracted and the 
odontome removed together with a malformed 
maxillary central incisor and related to the 
distolateral aspect of the odontome (Fig. 19 B). 


Fig. 21.—Giant-cell epulis in [45 region. 
7. The Unerupted Maxillary Canine.— Where 


a grossly displaced unerupted maxillary canine 
is symptomless, orthodontic treatment to bring 
it into the arch is contra-indicated. Periodic 
radiographs should be taken to watch for 
resorption of incompletely formed roots of 
adjacent teeth or dentigerous cyst formation. 

Fig. 19 A illustrates a case in which con- 
siderable resorption of the roots of the adjacent 
maxillary lateral and central incisors had 
occurred as a result of an unerupted canine. 
Orthodontic treatment was not indicated. The 
canine was removed surgically by a palate 
approach. Healing was uneventful and the 
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vitality of the maxillary central and lateral 
incisor was unimpaired. From the radiographs 
taken subsequently it is seen that regeneration 
of bone has occurred (Fig. 19 A, C). 

8. Giant-cell Epulis.—Both cases presented 
as sessile gingival swellings which had been 
present for a month or more. 

The first case (Fig. 20) was symptomless. 
Treatment consisted of excision of the epulis 
together with one or two millimetres of sur- 
rounding normal mucosa and curettage of the 
underlying bone. 

The second case (Fig. 21) complained of a 
painful swelling which bled when touched. 
On clinical examination it was observed that 
the surface of the swelling was ulcerated due 
to trauma from an opposing carious tooth and 
subsequent secondary infection. Treatment 


consisted of excision of the epulis and extr: »- 
tion of the underlying mandibular premol. r, 
which was grossly displaced. 

The serum-calcium level was normal in bo: h 
patients, and radiographs revealed no abnor- 
mality of the teeth or underlying bo.e 
associated with the swellings. 

These cases were shown to demonstrate thot 
it is not necessary to remove teeth adjacent io 
a giant-cell epulis and thus complicate the 
occlusion unless the teeth are grossly misplaced. 
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BOOK REVIEW 


" ESSAIS ET MEMOIRES POUR SERVIR A 
L’HISTOIRE DE L’ART DENTAIRE EN 
FRANCE. By L. J. Ceccont, President de 
la Société Francaise d’Histoire de 
Dentaire. 93 x6} in. Pp. 156, with 33 illus- 
trations. 1959. Paris: Expansion Scienti- 
fique Frangaise. 2000 francs. 

Tuts short but comprehensive treatise on the 

history of dental art in France should be of 

interest to all dentists who would follow the 
evolution of their profession. 

Tracing the origin of dentistry from 
Egyptian, Greek, and Roman times, it would 
seem that the early practitioners were more 
successful with wiring and splinting of teeth 
than with the therapeutic side of treatment. 
They seemed to indulge in many dubious and 
even disgusting forms of medication. Through- 
out the ages dentistry has not been lacking in 
charlatans. The year 1623 is notable for the 
introduction of the use of oil of cloves, by 
Dupré de Fleurimont, to relieve pain. 

Pierre Fauchard (1678-1761) is the father of 
modern dental surgery, and laid the basis of it 
as we envisage it to-day; even orthodontia 
dates back to his time. Although this book is 
written from a French angle the author 
acknowledges the contributions of England 
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and America to the dental art. The first dental 
school was founded in Baltimore in 1839, 
followed by one in London in 1859. The author 
describes the foundation of the International 
Dental Federation by Charles Godon in 1900. 

For those who are interested in the ailments 
of historical personages, the author relates, 
amongst others, how Charles VII died of cancer 
of the cheek caused by dental sepsis. Louis XIV 
acquired a punctured antrum from the extrac- 
tion of his left upper teeth and some readers of 
history, try to excuse the revocation of the 
Edict of Nantes by the misery and depression 
that Louis suffered from his infected antrum. 
If this is so it would seem that even teeth can 
affect history. 

Anyone with a passable knowledge of French 
should find this book very illuminating. 

G.S. L. 


The Publishers regret that owing to the printing 
dispute it has not been possible to issue this 
number earlier. 

In order to avoid unnecessary delay it is pro- 
posed to issue a combined number for July and 


August, thereby completing Volume IX. 
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